INTRODUCTION
Breastfeeding offers many benefits for the baby and the mother 1 . It favors the development of the newborn's (NB) stomatognathic functions, as the process of sucking the breast generates an adequate stimulus for the orofacial muscles 2, 3 .
Adequate breastfeeding demands the mother's dedication, NB's stimulation, proper guidance and follow-up, and family support, in addition to the health professionals' competence and knowledge on preterm infants' anatomophysiology. If there is specialized help, guidance, stimulation, support and follow-up, the preterm infant will be able to breastfeed from their own mother before hospital discharge 4 .
The kangaroo method (KM) is a neonatal assistance approach aimed at humanized care, proposing a set of actions which changed the assistance patterns to preterm (PTNB) and/or low-birth-weight newborns (LBW) 5 , so as to favor mother-child bonding, breastfeeding and temperature control by including the mother in the care. One of the proposals in this method is the baby's positioning on the mother's chest, thus promoting skin-to-skin contact, allowing for the baby's better thermal stability and contributing to early discharge, which decreases hospital infection rates and increases the quality of care, lowering the costs for the health system 6 .
According to the World Health Organization (WHO), PTNB is every live NB whose gestational age (GA) at birth was of up to 37 complete weeks; and, LBW is every NB whose weight is equal or inferior to 2.5 kg. Based on the GA, late preterm NB is the one born between 34 weeks and 36 weeks and six days; moderately preterm is the one born between 30 and 34 weeks of GA; and, extremely preterm is the one born with less than 30 gestational weeks. The NB classification regarding weight also defines as very low birth weight NB (VLBW) those whose weight is lower than 1.5 kg; extremely low birth weight NB (ELBW) those whose weight is lower than 1.0 kg; and, micro-preemie NB those whose weight is lower than 800 grams 7 .
The speech-language therapist must integrate the minimum high-risk NB care team, according to the kangaroo method, and be inserted in the integral and humanized care units to attend NBs in serious or potentially serious condition at the Sistema Único de Saúde -SUS (Brazil's publicly funded health care system) [5] [6] [7] [8] . The work of this professional aims to safely and efficiently establish an adequate functioning of the stomatognathic system, the maturity and coordination of the sucking, breathing and swallowing mechanisms, and the transition to oral feeding, as well as promote breastfeeding 6 .
Studies state that the PTNB need to use alternative feeding routes until physiological aptitude takes place so that sucking-swallowing-breathing functions are coordinated, at around 32 to 34 weeks of gestational age, and weight equal or superior to 1.5 kg 9,10 . This is the practice in many hospitals in the country, and, in the hospital where this study was conducted, weight equal or superior to 1,500 g and gestational age between 32 and 34 weeks are considered conditions for oral feeding to be introduced. Nevertheless, the kangaroo method promotes early introduction to breastfeeding, as compared to other care methodologies 11 , regardless of weight and gestational age, proposing interventions such as the empty breast technique, translactation, kangaroo position, and the use of a cup as a complement for oral diet.
In this context, the implementation of the kangaroo method at the research hospital required modifications in the practice of various teams, including the speechlanguage one.
Currently, the agreement between the traditional and the kangaroo method of speech-language therapy is that the newborn must be clinically stable and must coordinate the functions of sucking, swallowing and breathing. The kangaroo methodology and the speech-language practice with neonates also agree on promoting early breastfeeding.
Hence, this study aimed at verifying the breastfeeding rate upon discharge from the hospital, and describing the speech-language practice in the period of implementation of the kangaroo method in a tertiarylevel teaching hospital.
METHODS
This study was approved by the Research Ethics Committee of the Faculdade de Medicina de São José do Rio Preto -FAMERP, SP, Brazil, with Consubstantiated Evaluation Report number 2.294.080. The signing of the Informed Consent Form was not requested, as the data were collected from the medical records.
This study was based on a retrospective, documentary, quantitative approach, conducted by means of data collection from medical records of preterm and/or low-birth-weight newborns, whose birth or hospital admission took place between August 2016 and August 2017, at the Neonatal Intensive Care Unit (NICU), the Neonatal Intermediate Care Unit (NIMCU) and the Kangaroo Method Neonatal Intermediate Care Unit (KANIMCU) of the Hospital da Criança e Maternidade de São José do Rio Preto, SP, Brazil, who were followed up by the speech-language team. At the time the study was being conducted, the kangaroo method was in its implementation process.
The PTNB and/or LBW inpatients of the abovementioned units who received speech-language treatment during stay were included in the study. Those who presented syndromes and congenital malformations were excluded.
The data were obtained from the patients' electronic medical records, considering the following variables: sample characterization (gender, APGAR, gestational age (GA), birth weight (BW), orotracheal intubation time), speech-language care time, description of procedures used, such as weight to begin breastfeeding, empty breast technique, translactation, and feeding method at the moment of both speech-language and hospital discharge.
Appropriate statistical tests were applied, adopting a significance level lower than 0.05%.
RESULTS
Two hundred and fifty-nine newborns met the inclusion criteria, There was a prevalence of SUS admissions (83.0%) and male patients (51.7%); 73.4% and 96.2% of the NBs presented Apgar score higher than or equal to seven, at the first and fifth minute, respectively. Of the NBs, 22.8% were extremely preterm, 46.3% were moderately preterm, 29.7% late preterm, and 1.2% full-term NBs.
Regarding birth weight, 5.0% were classified as extremely low birth weight, 23.2% very low birth weight, 55.6% low birth weight, 7.3% adequate birth weight, and 0.4% as excessive birth weight. There was a need of orotracheal intubation in 33.6% of these patients for an average time of five days, being it for one day at the least and 96 days at the most. Furthermore, 56.3% of the NBs remained intubated up until seven days of life, and 43.7% remained intubated for a time longer than seven days.
The full-term NBs were included in the study for being born with low birth weight (below 2,500 g). The NBs with adequate and excessive birth weight were born with gestational age inferior to 37 weeks and were also included in the study.
The average time from birth to the first speechlanguage therapy was of six days. At the moment of speech-language assessment, 90.8% of the NBs were being fed via alternative feeding route; 0.8% of these had enteral feeding, and 90.0%, gastric feeding tube, of which 67.6% had orogastric tube.
The average bedside speech-language intervention time was of 14 days, with at least one day and at most 130 days of stimulation; 86.1% of the NBs were discharged with low weight.
As shown in Table 1 , 86.5% of the NBs were breastfeeding when discharged, 48.3% of which were exclusively breastfeeding, and 38.2% with mixed breastfeeding; 75.6% were placed by their mother's breast in their first week of life; 25.9% had their first contact with their mother's breast when weighing 1,500 g or less; 7.7% were submitted to the empty breast technique; and, 16.6% went through the relactation/translactation technique.
weight (32.8%), and not having needed to be intubated (38.2%). Among the NBs who needed to be intubated, breastfeeding with complementary baby bottle was the most frequent (6.9%).
Concerning the feeding method at the moment of speech-language discharge ( Table 2) , exclusively breastfeeding was the most frequent (47.9%), especially in moderately PTNB (22.4%), with low birth main justification for such need was the low production of breast milk (71.4%), as shown in Table 3 .
Of the 133 NBs who needed their diet to be complemented at the moment of speech-language discharge, 76 (57.1%) had it complemented with baby bottle. The Sixty-nine mothers (26.6%) made use of silicone nipple shields, the main reason for 56 (81.1%) of them being the presence of flat nipples. At the moment As shown in Table 5 , the empty breast technique was performed by 20 (7.7%) of the mothers, and all of them were discharged in exclusive breastfeeding. Of Table 4 . Relation between the reason to use silicone nipple shield and the newborn's feeding method at speech-language discharge Feeding at speech-language discharge 
DISCUSSION
The profile of the NBs in this study (prevalence of moderately and extremely preterm; male; Apgar superior or equal to seven at the first and fifth minute) confirms the national literature 12, 13 . Prematurity and low birth weight, as well as long periods of hospital stay, and the use of mechanical ventilation and medications, constitute important risk factors for alterations in the infants' development, growth and health conditions. These complications can cause alterations in short-and long-term development 14 . Nonetheless, prematurity is not a synonym to impossibility regarding breastfeeding, even if, at a first moment, the early interruption of gestation causes a strong emotional and clinical impact on the mother and the baby 15 .
This study has shown greater index of breastfeeding among NBs who did not need intubation. According to the literature, although a great number of preterm newborns need ventilatory support during neonatal hospital stay 16 , the possible influence of the orotracheal tube (OTT) on the development of the structures and functions of the stomatognathic system is still a theme little explored 17 . Study on the influence of OTT use on oral skills of preterm children, conducted in southern Brazil, concluded that preterm NBs submitted to OTT take longer to achieve full oral feeding 17 . For the authors, these NBs' follow-up by qualified professionals is fundamental to reduce the negative effects on the baby's oral abilities, resulting from the use of OTT in prematurity.
The immaturity of the stomatognathic system presented by the PTNB impairs the sucking function, making oral feeding more difficult 18 . Due to the limitations in coordinating in the sucking, swallowing and breathing functions, the PTNB almost always need to use alternative feeding routes 19 . The high use of alternative feeding route at the moment of speech-language assessment observed in this study, especially the orogastric one, makes breastfeeding more difficult, as the tube positioned in the oral cavity keeps the NB from having lip closure on their mother's breast, decreasing intraoral pressure.
The removal of the tube and transition to oral feeding must be stimulated as soon as possible, as long periods of gavage use (three or more weeks) for the feeding of preterm infants can cause complications, such as oral stimulation hypersensibility, choking, biting, crying and increased incidence of gastroesophageal reflux. Moreover, the longer the gavage use, more the child will be deprived of the oral sensorimotor experiences, which are important for global development 4 .
In this context, the speech-language therapist contributes to breastfeeding, as they stimulate sucking on the empty breast, simultaneous with tube feeding, which is considered a nonnutritive sucking (NNS) technique. This practice can contribute to exclusive breastfeeding 19 .
Even though the empty breast technique has not been much used at the service researched in this study, it is a technique that aids in breastfeeding, encouraging mother-baby contact and stimulating the mother's production of milk.
The relactation/translactation technique, used in some cases in this study, aims at favoring the production of breast milk, or increasing its volume, so as to dismiss the offer of complements through utensils, in order for the babies to be discharged in exclusive breastfeeding. However, the use of this technique is not always possible, due to the time of hospital stay and the clinical history of the newborns 20 .
Since the kangaroo method was in its implementation stage while this study was being conducted, and most of the professionals had not yet been trained on it, there were little use of the empty breast and the relactation/translactation techniques at the service. Such situation tends to change as the application of the norms of the kangaroo method is put into effect. Nevertheless, it is known that the early speechlanguage intervention favors the safe transition from tube to oral feeding, diminishing the time of hospital stay and the risk of infection, and contributing to a decreased maternity hospital cost 21 .
Breastfeeding still reaches low rates in PTNB, as not only its frequency, but also its duration is smaller in these newborns, when compared to the full-term ones 22 . The unsuccessful breastfeeding may result from the difficulty in maintaining an efficient milk production by the mother, because of stress and the mother being set apart from the baby; from the immaturity of the oral reflexes; from the unfavorable neonatal clinical conditions which keeps them from sucking directly from the breast; from the prolonged hospital stay; and from the manner how feeding transition is conducted 22 .
The study has evidenced high percentage of NBs positioned by their mother's breast in the same week of the speech-language assessment; in many cases, on the same day. Therefore, the presence of the mother at the hospital environment is considered fundamental for breastfeeding to be stimulated as early as possible.
Even though the results of the study show an important number of NBs in exclusive breastfeeding, there was need of complementary oral feeding to be offered to many NBs. The lack of a milk bank linked to the hospital decreases the stimulation of breast milking 23 , with the possible consequence of the preterm babies' mothers decreasing their production of milk.
Most of the NBs who used silicone nipple shield by indication of a speech-language therapist were discharged in breastfeeding or, in some cases, with baby bottle complementation. The use of silicone nipple shield in neonate breastfeeding is little cited in the literature; thus, following up patients who used this utensil is necessary to verify whether breastfeeding was maintained or they were early weaned.
Prescribing diet complementation in cups, syringes and baby bottle is of the responsibility of the medical staff; as for the speech-language and nurse professionals, they are the ones who must aid the mother/ relative in offering the complement. In this study, the offering of baby bottle complementation was prevalent, disagreeing with what is recommended by the kangaroo method 5 .
The study also evidenced that, with the implementation of the kangaroo method, the NBs began to be placed earlier by their mother's breast, taking into account the clinical condition and the suckingswallowing-breathing coordination, as prescribed by the kangaroo method, regardless of the gestational age of 32 to 34 weeks or the NB's weight 5 . It is believed that the preterm infants' early experience by their mother's breast improve breastfeeding prognosis, favoring early removal of alternative feeding route and speechlanguage discharge, making exclusive oral feeding possible, as well as the NB's weight gain, without any complications.
CONCLUSION
Breastfeeding was the most prevalent feeding method among the NBs in this study. Nonetheless, exclusive breastfeeding did not reach all the NBs, which is what the literature recommends. The results show that speech-language stimulation of the newborns was adapted from the conventional model to that proposed by the kangaroo method, and was consistent with the guidelines of humanized care. Therefore, the conceptual changes proposed by the kangaroo method are compatible with speech-language intervention, as both aim at the quality of caregiving.
It is necessary that measures be promoted and implemented in the hospital environment for breastfeeding to be made easier, aiming at the discharge of preterm NBs in exclusive breastfeeding, the continuity of breastfeeding after discharge, and the improvement in this population's quality of life. In this context, implementing the kangaroo method may increase exclusive breastfeeding rates.
